F. E., FEMALE, aged 42, chemist's assistant, first under observation March, 1927 , complaining of typical effort syndrome symptoms during the previous five years, intense headaches, fainting attacks and insomnia, all increasing progressively in severity.
Past History.-Pleurisy at 13 years; frequent attacks of articular rheumatism. Family History.-Mother died of chronic nephritis; father died following a stroke; four brothers, two died of heart disease (probably rheumatic), one died of high blood-pressure; the fourth, still living, suffers from fainting attacks; one sister died of heart disease (probably rheumatic).
State on Admission to Hospital.-Heart enlarged downwards and to the left; forcible apex impulse in the fifth space 34 in. from the mid-line; rhythm regular; split first sound at the apex region; second sound accentuated at the aortic base; systolic murmur at the apex and base; vessels thickened; blood-pressure 220 mm. systolic, 130 mm. diastolic; cyanotic cheeks and mucous membranes but no gross venous congestion; no oedema. Electrocardiogram: Flat T waves in all the leads. Examination of fundi: Arteries thickened and tortuous; veins indented; discs pale; no exudates. Urine: Specific gravity 1010; trace of albumin; no sugar.
Pulmonary System.-Impaired percussion note, prolonged expiration and harsh breathing at the left apex; crepitations at the left base but percussion note not impaired in this region.
Diffuse swelling on left shoulder first noticed at 18, and gradually increasing in size during the interval to date (? a bony tumour, deep to the trapezius, in connexion with the left scapula). Gradual improvement in regard to the original symptoms under treatment, decline in the level of the systolic blood-pressure, the diastolic remaining fairly constantly at 120-130, urea-concentration test normal figures, blood-urea 41 mgm. per 100 c.c., urine a persistently low specific gravity, a trace of albumin but no casts; condition complicated by pulmonary infarction (right) in June, and the development at the same time of acute arthritis in the left knee-joint-painful swelling with effusion and extreme restriction of movement in any direction; gradual resolution of the acute phase, but functional efficiency of the joint not restored, persistent soreness with movement of any kind, standing, etc., and similar affection (beginning insidiously during September) of the right knee-joint; X-ray examination shows osteitis of the external condyle of each femur.
Discussion.-Dr. F. PARKES WEBER thought the swelling on the left shoulder might be an abnormal bursa or a Baker's cyst. Dr. KINGSTON BARTON suggested that this case was one of mitral stenosis. The long.
standing history of subacute rheumatism since the age of 13 years would quite explain the slow-forming mitral stenosis.
Dr. A. P. BERTWHISTLE suggested that the tumour was a fibroid of the rhomboids.
Mr. PHILIP TURNER said he had seen a similar condition tho'ught to be some obscure tumour. X-ray examination had, however, shown nothing abnormal, and no doubt the apparent tumour had been an undue prominence of the upper ribs. In the present case the skiagram showed some scoliosis. Dr. PARSONS-SMITH (in reply) said the suggestions of Dr. Parkes Weber and Dr. Bertwhistle were answered by the remarks of Mr. Philip Turner. He agreed with Mr. Turner that there was probably no tumour at all; the deformity was due to a raising of the shoulder and a splid bunching of the muscles, with, possibly, some dislocation of the ribs in that region. Dr. Kingston Barton had suggested that the cardiovascular lesion might be mitral stenosis. He (Dr. Parsons-Smith) knew that was sometimes an elusive disease, and that a definite case might not have well-marked signs from the point of view of murmurs, etc.; but if that had been the condition in this case there would have been some suggestion of it in the electrocardiogram, and perhaps a history of hemoptysis, but they were negative. He looked upon the case as one of arterio-sclerosis of hereditary origin, in a patient who had suffered an intercurrent acute infection of the knee-joints and he regarded the tumour formation on the left shoulder as a deformity secondary to the spinal curvature.
An Early Case of Compression of the Spinal Cord.
By SIBYL R. EASTWOOD, D.M. S. C., A WOMAN, aged 62, came to hospital complaining of (1) pain under her left breast, worse in the early morning and going through to the shoulder, (2) numb legs. On inquiry the pain was described as a tight band round her stomach. Symptoms have now been present for eight weeks. On examination, she is a robust woman of normal intelligence, high-coloured complexion, and healthy personal and family history, except for " gastritis " two years before. No abnormal signs are present in her nervous system above the level of the sixth dorsal nerve segment.
There is loss of pain sensibility over the whole right lower limb, and it is greatly impaired over the left leg; considerable impairment is also present over the abdomen until the region supplied by the sixth and seventh dorsal nerves is reached, where there is a small indefinite area of complete skin antethesia corresponding to the site of the patient's pain, and in which deep pressure causes acute discomfort. Temperature, touch and vibration sensibility are impaired to a moderate degree, varying greatly from day to day, below the anaesthetic zone. Sense of position is normal. There is slight weakness, especially of dorsiflexion of the foot, in both lower limbs, and the left leg is very slightly spastic. The abdominal reflexes are all present and equally -feeble. Both knee-jerks and ankle-jerks are exaggerated. Within the last few days the left plantar response has been definitely extensor, and the right doubtfully flexor in type. Pressure on the eleventh and twelfth dorsal spine causes pain referred to the abdomen. Some inco6rdination in walking, which was present on admission, is clearing up with encouragement.
X-ray examination of the spine was negative. Blood-count normal. Wassermann reaction in the blood negative. Fractional test meal a high normal acid curve.
Blood-urea 41 mgm. per cent. Cerebro-spinal fluid, December 2, 1927 (Dr. H. Whittingham), " clear fluid with a few red blood-cells; chlorides = O * 71 per cent.; albumin = 015 per cent. (trace blood); Nonne-Apelt, slight reaction, but a little blood present. Wassermann reaction negative. Lange's test 0011232110. This is a doubtful reactioin owing to a trace of blood. Of white cells: Lymphocytes 86 per cent., polymorphonuclears 14 per cent. ; no abnormal cells seen." Second lumbar puncture December 22, 1927. No material alteration from the first.
The tendency to improvement which followed rest in hospital led me to suspect
